rather to a secondary hydrocephalus with a cerebral tumour as cause. The tremor, which is becoming more evident, is, I think, due to a general increase of intracrania pressure. From the skiagram it appears that there is something -abnormal in the region of the sella turcica. The absence of vomiting and headache places the tumour above, rather than below the tentorium. Tumour of the pituitary body is unlikely, as there has been no bitemporal loss of vision in the fields, either to objects. or to colour, and further, optic atrophy, rather than optic neuritis, is the usual result of pressure on the optic tracts.
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The fact that hydrocephalus has increased ever since infancy suggests a.
congenital tumour. The commonest type is a suprapituitary tumour, which is.
compatible with the physical signs in this case and the X-ray appearance of the. skull. The important question, however, is the desirability or otherwise of surgical interference in order to prevent blindness. Di8cus8ion.-Dr. NEIL HOBHOUSE. said this case was very interesting and clinically typical, but the family history was atypical. He asked whether any cases were recorded with family histories of both epilepsy and mental defect. A feature of pyknolepsy was, he believed, an absence of family history of this kind.
Dr. ScHLESINGER (in reply) agreed that the family history in this case was unusual. The uncle's fits were apparently more like those of petit mal, and occurred much less frequently than those of his niece. Even in her case, the fits had at times been more severe than those usually associated with pyknolepsy. They had lasted for a few seconds, and had made herfall down, but on recovering she appeared to have had no period of amnesia, and was quite aware of the date, the time of the day, and where she was. This case, with the previous family history, possibly showed a link between epilepsy and pyknolepsy, conditions which must suroly bear some relation to each other.
Specimens from a Case of Infective Endocarditis in a
Boy of Six. By ALAN MONCRIEFF, M.D. WILLIAM R., aged 6 years, previously quite healthy, was knocked down by a. motor car in November, 1926; admitted to Middlesex Hospital with fractured tibia. and fibula (right), two small superficial scalp wounds; deep wound in right malar region with fissured fracture of right malar bone. This last suppurated and discharged pus for several days but was healed, with a large area of scar-tissue, on December 23, 1926, when the boy went home.
During January, 1927, complained of vague headaches; appetite poor. Towards. end of February he became dull and irritable, vomiting occasionally and refusing food. Returned to hospital-March 3, 1927, with a history that he had been found in bed that morning unable to speak, squinting, and with a paralysed right arm and leg.
On admission: was found to be aphasic, although he understood what was said and would nod his head. Complete hemiplegia and hemianwsthesia on right side, abdominal reflexes absent; an extensor plantar response on right side. The right external rectus muscle was paralysed; pupils were equal and reacted to light. Heart apex-beat just within nipple-line in fifth space a loud systolic murmur replaced first sound. Spleen easily palpable; no purpuric eruption.
Patient remained for several weeks in much the same condition, except for the development of a systolic thrill at the apex, with an irregular pyrexia. From time to time blood appeared in the urine. Blood-culture on two occasions showed Staphylococcts aureus; a vaccine prepared from this was used without noticeable effect. Blood-count showed a polymorphonuclear leucocytosis (white cells 18,000 Section for the Study of Disease in Children with 81 per cent. polymorphonuclears), and lumbar puncture showed slightly turbulent fluid under pressure with 320 polymorphs per c.mm., and chlorides 726 mgm. per 100 c.c.
The patient died on May 15, ten and a half weeks after admission. Post mortem.-The heart showed enlargement, with vegetations on mitral valve spreading to wall of left auricle and ventricle; a few small vegetations on aortic valve. Kidneys and spleen showed numerous infarcts. The brain showed a large abscess almost completely destroying the corpus striatum on the left side; the ventricles were dilated and contained turbid fluid. The heart, a kidney and the spleen are shown.
I am showing these specimens because the age of the patient makes the case unusual. The case raised a very interesting medico-legal point, and at a coroner's inquest death was actuallv "found" to be due directly to the accident. With regard to the condition of the heart, there does not appear to be any evidence of either congenital malformation or previous damage to account for the settling of the infection in the valves.
Specimen: Contracted Granular Kidney with Adenomatous
Hypertrophy.
By J. HENRY DIBLE, M.B., and H. CHODAK GREGORY, M.D.
PATIENT, aged 8 years, female. History.-Brought to hospital complaining of discharge from ear, present intermittently for two years. No headache or vomiting, and the only urinary symptom in the history was nocturnal incontinence until the age of 6.
Examination.-Child well-nourished for her size, which was under normal; actual height not measured as she was not suspected of renal dwarfism. Weight was 2 st. 12 lb. (normal 3 st. 12 lb.). Face pale and puffy, no other cedema. Tonsils and cervical glands enlarged. Right ear discharging freely. Heart slightly enlarged. Systolic blood-pressure varied from 110 to 115 mm. Hg. Urine, scanty, contained much albumin and blood, a little pus. Blood-urea, 300 mgm. per cent. The case was diagnosed as acute nephritis secondary to otitis media.
Course.-Three days after admission the child had violent left-sided convulsions and vomited. Repeated fits followed, at first unilateral, later generalized. She was temporarily relieved by lumbar puncture, but became unconscious and died seven days after admission.
Post-mortem Examination.
Head.-The right ear was discharging pus. The middle ear was filled with pus and the mastoid cells were breaking down and purulent. The meninges were normal. In the frontal and occipital lobes on the right side of the brain were hwemorrhages into the cerebral substance about one inch and a half and one inch respectively, in diameter.
Lungs.-The pleurEe were normaL Both lungs were cedematous and congested and a few patches of broncho-pneumopia were present in the right lung.
Circulatory System.-The epicardium was normal. The right ventricle was slightly hypertrophied. The cardiac valves were normal. The larger arteries showed no changes.
Alimentary System.-No pathological changes were found. Urinary System.-The right kidney weighed i oz. It was small and shrunken and showed multiple whitish, nodular growths, sharply demarcated from shrunken
